Objective: Individuals who assume caregiving duties for a family member disabled in a traumatic injury often exhibit considerable distress, yet few studies have examined characteristics of those who may be resilient in the initial year of caregiving. Reasoning from the influential Pearlin model of caregiving (Pearlin & Aneshensel, 1994) and the resilience process model (Bonanno, 2005) , we expected a significant minority of caregivers would be chronically distressed and another group would be resilient throughout the inaugural year of caregiving for a person with a traumatic spinal cord injury (SCI), and these groups would differ significantly in primary and secondary stress and in personal resources and mediators. Method: Twenty men and 108 women who identified as caregivers for a family member who incurred a traumatic SCI consented to complete measures during the inpatient rehabilitation and at 1 month, 6 months, and 12 months postdischarge. Results: Latent growth mixture modeling of depression symptoms over time revealed 3 groups of caregivers: chronic (24%), recovery (24%) and resilient (48%). The chronic group reported more anxiety, negative affect, and ill health than the other 2 groups throughout the year. The resilient group was best characterized by their enduring levels of positive affect and supportive social networks. Conclusions: A large percentage of individuals are resilient in the initial year of caregiving, and those who have problems adapting exhibit significant distress soon following the traumatic event. Early detection of and psychological interventions for individuals who have difficulty adjusting are indicated, as their distress is unlikely to abate untreated over the year.
The traumatic onset of a severely disabling injury radically disrupts a person's life in every conceivable way. Many people who incur spinal cord injuries (SCIs), for example, are men in their young to middle adult years (average age of onset ϭ 37 years of age, most between the ages of 17 and 30; DeVivo & Chen, 2011) who are establishing long-term relationships and pursuing career goals. For family members, too, the trauma constitutes a significant, abrupt "off-time" nonnormative life event (Neugarten, 1979) that redefines roles, expectations, and routines in the wake of the ensuing disability.
Advances in emergency and primary care for individuals who traumatically acquire disabilities have improved to the extent that most have a life expectancy that approaches the national average (Lollar & Crews, 2003) , particularly for those with less neurological loss of function. However, the lack of communitybased services and financial support for ongoing and adaptive assistance renders many of these persons dependent in activities of daily living (ADLs; e.g., cleaning, eating, dressing), which in turn necessitates potentially lifelong commitments from family members to assume caregiving duties (Talley & Crews, 2007) . Thus, a family member is thrust into a "caregiving career" (Aneshensel, Pearlin, Mullan, Zarit, & Whitlatch, 1995) with less than optimal preparation, little to no support in the home from community health care services, and great uncertainty about the future that awaits them and their family (Crews, 2012) . These family caregivers often experience job loss, neglect their personal health, have little time for preferred leisure pursuits, and lose ties with their social networks (Ellenbogen, Meade, Jackson, & Barrett, 2006) .
In one of the most influential models of caregiving, Pearlin and colleagues insist that caregiving is best viewed as a stress process that unfolds over time, defined by the tasks in which caregivers engage and the nature of existing interpersonal relationships (Pearlin, Mullan, Semple, & Skaff, 1990) . Caregiving is not construed as a stressful situation in and of itself, but adjustment in the caregiving career is determined by the complex interplay of personal and environmental characteristics over time. These include primary stressors that stem from the needs of the individual receiving assistance that impose demands and hardships on the caregiver (e.g., assisting with ADLs, overload). Secondary stressors are the consequences the caregiver experiences in meeting these demands (e.g., loss of self, family conflict), and mediators (e.g., personal gain, social support) are potential buffers against the deleterious effects of primary and secondary stressors (Pearlin et al., 1990) . These elements are not static, and changes in any one affect changes in another, and in turn these influence the functional relationships that determine the experience and trajectory of the caregiving career.
In this model, stress proliferation occurs when the stress, strain, and conflicts imposed by caregiving extends to other life domains, and this dynamic occurs over time (and is thus ideally studied with longitudinal designs; Gaugler, 2010) . Family members who experience sudden, out-of-sequence life events-such as traumatic injury-are especially vulnerable to stress proliferation. Typically in these scenarios, individuals become caregivers less by choice and more because they are ". . . entangled in a chain of circumstances over which one has little or no control" (Pearlin & Aneshensel, 1994, p. 376) . The undesirable transition disrupts their ongoing and anticipated achievement and engagement in normative life roles and activities (e.g., employment; Pearlin, Schieman, Fazio, & Meersman, 2005) . These dynamics are apparent in the initial year of caregiving as the family negotiates the challenges, demands, and consequences imposed by the injury.
Yet, the extant literature indicates that considerable variability exists in caregiver adjustment in these scenarios. For example, distress among family caregivers of persons with SCIs is associated with ineffective problem-solving abilities (Dreer, Elliott, Shewchuk, Berry, & Rivera, 2007) , cognitive appraisals of threat (Chandler, Kennedy, & Sandhu, 2007) , and lower levels of social support (Rodakowski, Skidmore, Rogers, & Schulz, 2012) , and it is inversely related with self-reported resilience (Simpson & Jones, 2013) . Distress among these caregivers is also associated with poor personal health (including pain; Dreer et al., 2007) , negative interactions with family members (Rodakowski et al., 2012) , greater injury severity (Dreer et al., 2007) , the amount of assistance with ADLs, and with the presence of psychological and behavioral problems experienced by the person receiving care (Post, Bloemen, & de Witte, 2005) . Unfortunately, the cross-sectional designs of these studies reveal nothing about systematic patterns of adjustment over time, essential in appreciating the stress process model of caregiving and in identifying those who-and those who do not-experience stress proliferation as they provide care. Longitudinal designs are required to study patterns of resilience that may exist among individuals who are suddenly inducted into the caregiver role for a family member.
In this article, we report our study of individuals who became caregivers for a family member who traumatically sustained an SCI. Family caregivers were assessed at four occasions over the initial year of caregiving (during the hospital inpatient rehabilitation program; and at 1 month, 6 months, and 12 months postdischarge). The design and multiple measurement occasions permitted us to examine the stress process and stress proliferation over time. In our analysis, however, we anticipated that some would be vulnerable to stress proliferation and others would be resilient as observed among others who experience traumatic events (Bonanno, Westphal, & Mancini, 2011) . A considerable body of evidence indicates that many people demonstrate an ". . . ability to sustain equilibrium and adaptive functioning under stressful circumstances (Mancini & Bonanno, 2010, p. 259) . Theoretical definitions of resilience include notions of "bouncing back" after initial negative reactions to trauma, but among family caregivers, the "key point" of resilience may be ". . . the maintenance of normal development or functioning (e.g., mental or physical health) or "better than expected' development or functioning" (Windle & Bennett, 2012, p. 219) in the wake of circumstances that pressed the individual into the caregiver role. Consistent with this conceptualization, then, family caregivers who report low levels of distress throughout the initial year of caregiving for a person with a traumatic disability would epitomize resilience. Finding no other longitudinal studies of resilience in the initial year of becoming a family caregiver, we relied on the process model of resilience to identify caregivers vulnerable to stress proliferation and those who would be resilient.
From this perspective, we expected to find a resilient group of caregivers who experience less distress and better adjustment throughout the initial year of caregiving. These caregivers were also expected to report low levels of primary and secondary stress and more resources at each assessment (including a greater sense of meaning, personal gain, competence, social support, and positive affect; Bonanno, 2004) . In contrast, we expected a chronic subset of caregivers who experienced high levels of depression and anxiety throughout the inaugural year of caregiving. This group was also expected to report a high level of primary and secondary stress at the first assessment that would not abate over the year. We expected these caregivers would have fewer resources that could mediate their stress at each assessment.
Caregivers in the chronic subset were also expected to exhibit stress proliferation over time as they become overwhelmed with tasks, demands, and problems encountered as they returned to the community and tried to balance the caregiving role with the activities and routines of everyday life. On the basis of the Bonanno model, we also expected a subset of caregivers to experience a delayed reaction over time. This group was expected to report increasing levels of distress and stress proliferation over the course of the year. In contrast, another subset of caregivers was expected to display a recovery trajectory over the year, reporting a high level of distress during hospitalization that subsides following their return to the community. This group was expected to report beneficial resources that would mitigate the initial deleterious effects of primary and secondary stressors.
Method Participants
Participants included 20 men (15.6%) and 108 women (84.4%) who were caregivers of a person with SCI admitted to intensive This document is copyrighted by the American Psychological Association or one of its allied publishers.
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inpatient rehabilitation for a recent traumatic SCI. The majority of caregivers were White (n ϭ 80, 62.5%), and a significant minority identified as Black (n ϭ 48, 37.5%). The mean age of caregivers was 40.8 years (SD ϭ 12.7; range ϭ 18 -74 years). The mean years of education of caregivers was 12.3 years (SD ϭ 2.59; range ϭ 6 -22 years). Most caregivers were wives (n ϭ 45, 35.2%) or mothers (n ϭ 42, 32.8%) of the person with SCI; nine (7%) were daughters, seven (5.5%) were sisters, seven (5.5%) were fathers, seven (5.5%) were husbands, one (.8%) was a son, one (.8%) was a brother, and nine (7%) were a variety of other preinjury relationships (such as aunt, uncle, fiancé, friend, granddaughter, or cousin). Seventy-nine caregivers (61.7%) were married at the time they assumed their role; 30 (23.4%) had been previously divorced, separated, or widowed; and 11 (8.6%) had never married (eight responses were missing). Most caregivers (n ϭ 77, 60.2%) were employed outside the home prior to the injury incurred by the person with SCI, and 47 (36.7%) were not employed (four responses were missing). At the first assessment, 63 caregivers were unemployed (49.2%), 44 (34.4%) were employed full time, 11 were employed part time (8.6%), and 10 had missing responses. Individuals with SCI included 98 men (76.6%) and 30 women (23.4%). Their ages ranged from 13 to 72 years (M ϭ 32.9, SD ϭ 13.4), and their years of education ranged from 7 to 23 (M ϭ 11.6, SD ϭ 2.51). Seventeen individuals (13.3%) incurred paraplegia with incomplete lesions to the spinal cord; 40 (31.3%) had paraplegia with complete lesions; 41 (32%) had tetraplegia with incomplete lesions; and 25 (19.5%) had tetraplegia with complete lesions (for five individuals, no data were available).
Procedure
Following each consecutive admission to the inpatient rehabilitation program, a trained research assistant reviewed each case to determine eligibility. Individuals were eligible if a family member would be involved in providing some level of care and assistance in ongoing caregiving activities to the person with SCI following discharge (e.g., assistance with ADLs, adherence to self-care regimens). The research assistant informed prospective family caregivers about the study. Once informed consent was obtained, the initial assessment was conducted while the person with SCI was in the inpatient rehabilitation program. No records were made of the number of caregivers informed of the study or who declined participation. Subsequent assessments were conducted by mail 1 month, 6 months, and 1 year postdischarge. Questionnaires were mailed in envelopes in no set order. The research assistant maintained telephone contact with participants to discuss receipt of materials and to address any questions or comments about the study. The study was conducted with the approval and supervision of the Institutional Review Board at the University of Alabama at Birmingham.
Measures of Primary Stressors
Primary stressors are anchored in the needs of the person with SCI and the relatively enduring demands and expectations for caregiving that are imposed by these needs (Pearlin et al., 1990) . These include indicators of disability severity, functional impairment, and overload experienced by the caregiver.
SCI severity. SCI varies in the degree of motor and sensory impairment, and greater injury severity is associated with caregiver depression (Dreer et al., 2007) . The level of the injury was coded as either paraplegic or tetraplegic (the higher and more severe level of injury). The completeness of the lesion to the spinal cord was coded as either incomplete or complete (the more severe of the two). We combined these ratings to obtain a single index of injury severity coded as 1 ϭ paraplegic, incomplete lesion, 2 ϭ paraplegic, complete lesion, 3 ϭ tetraplegic, incomplete lesion, and 4 ϭ tetraplegic, complete lesion (Dreer et al., 2007) . Higher scores indicate greater SCI severity.
Functional impairment. The functional impairment of the person with SCI was assessed with the Functional Independence Measure (FIM; Keith, Granger, Hamilton, & Sherwin, 1987) . The FIM is a self-report instrument used to assess the need for assistance across various functional domains. The FIM has 18 items that are rated on a Likert-type scale (ranging from 1 to 7). Sample items include "eating" (ability to use suitable utensils to bring food to mouth, chew and swallow safely), "toileting" (maintaining personal hygiene and clothing before and after using a toilet, bedpan or urinal safely), and "comprehension" (understanding of either auditory or visual communication). A score ranging from 1 to 5 on an item means there is a need for total assistance, an inability to complete the activity despite assistance, or the need for supervision of a second person. Lower ratings (and subsequently lower scores) indicate greater functional impairment. The FIM has demonstrated good interrater agreement (total FIM score, .96; Granger & Hamilton, 1992) . FIM scores ranged from 12 to 99 (M ϭ 44.1, SD ϭ 22.5).
Assistance with ADLs. To assess the degree to which caregivers assist the person with SCI with ADLs, we used a modified version of a scale used in similar studies of caregiving with dementia patients (Haley, Levine, Brown, & Bartolucci, 1987; Haley et al., 1996) . Seven ADLs that could require assistance were selected: dressing, feeding, grooming, bowel care, bladder care, transfers, and transportation. Caregivers rated the stressfulness of each ADL on a 4-point Likert-type scale (ranging from 0 ϭ not at all to 3 ϭ extremely). However, the considerable range of impairment that can occur following SCI necessitated accommodations for persons who might have fewer restrictions in ADLs than others. Therefore, we divided the sum of the ratings by the number of items completed to obtain an average stressfulness score. Higher scores indicate greater stress in assisting with ADLs. In the present sample, Cronbach's alpha coefficients for the scale over the four assessment periods were .86, .81, .90, and .91.
Overload. We used the four items developed by Pearlin et al. (1990) to assess the degree to which caregivers experienced fatigue and exhaustion in meeting caregiving tasks. Each item was rated on a 1 (not at all) to 4 (completely) scale. Total scores range from 4 to 16. Higher scores indicate a greater sense of overload. In the present sample, Cronbach's alpha coefficients for the scale over the four assessment periods were .69, .71, .83, and .80. Pearlin et al. (1990) were used to assess two dimensions of family conflict: attitudes and actions toward the person receiving care (FC-PC; sample items: "family members don't show enough respect for the person receiving assistance," "family members lack patience with the person receiving assistance") and relative's attitudes and actions toward the caregiver (FC-CG; sample items: "family members give you unwanted advice," "family members don't give you enough help"). Each subscale contains four items that are rated on a 1 (not at all) to 4 (completely) scale. Total scores on each scale range from 4 to 16. Higher scores indicate greater conflict experienced by the caregiver. In the present sample, Cronbach's alpha coefficients for the FC-PC over the four assessment periods were .83, .86, .91, and .91. For the FC-CG, the coefficients were .84, .85, .85, and .90.
Family conflict. Eight items from
Stress related to care provision. Caregivers completed the 15-item Relative Stress Scale (RSS; Greene, Smith, Gardiner, & Timbury, 1982) . The RSS was developed to assess the stress encountered by a caregiver in their interactions with the family member receiving their assistance. Each item is rated on a 0 (never) to 4 (always) Likert-type scale. A total score is derived from the sum of the three factor scores: Personal Distress, Life Upset, and Negative Feelings toward the person receiving assistance. Total scores range from 0 to 60. Higher scores indicate greater stress in providing assistance. In the present sample, Cronbach's alpha coefficients for the scale over the four assessment periods were .89, .90, .92, and .93.
Loss of self. The two items from Pearlin et al. (1990) were used to assess the extent to which they had personally lost a sense of self while caregiving. Both items were rated on a 1 (not at all) to 4 (completely) scale. Total scores range from 2 to 8. Higher scores indicate greater loss of self. In the present sample, Cronbach's alpha coefficients for the scale over the four assessment periods were .92, .88, .89, and .87.
Role captivity. Role captivity was measured with an adapted version of a scale developed by Pearlin et al. (1990) . Three items were included assessing how much the caregiver wished she or he were free to lead a life of her or his own, felt trapped by the disability of the family member, and wished she or he could just run away. The response categories ranged from 1 (not at all) to 4 (very much). Total scores range from 3 to 12. In the present sample, Cronbach's alpha coefficients for the scale over the four assessment periods were .84, .82, .90, and .84.
Perceived distress of the person with SCI. A measure of the emotional distress of the person receiving assistance was created for this study. Caregivers were instructed to rate on a 0 (not at all) to 3 (extremely) scale the degree to which the person with SCI felt sad, angry, nervous, and hopeless over the preceding week. Total scores range from 0 to 12. The ratings were summed and higher scores suggest greater perceived distress. In the present sample, Cronbach's alpha coefficients for the scale over the four assessment periods were .85, .85, .88, and .87.
Measures of Mediators and Resources
We investigated several resources known to be important in caregiver adjustment, generally (e.g., social support), and others that are specified in the Pearlin stress process model (e.g., caregiver competence). We also included variables that are now known to characterize resilient individuals experiencing stressful and traumatic events (e.g., positive appraisals, positive affect; King & Trent, 2013) .
Personal gain. Originally construed as an inverse indicator of secondary stress (Pearlin et al., 1990) , we conceptualized the four items of personal gain as an important resource. Individuals were asked to rate things they may have learned about themselves while providing care. Each item is rated on a 1 (never) to 4 (very often) scale. Total scores range from 4 to 16. Higher scores indicate a greater sense of personal gain. In the present sample, Cronbach's alpha coefficients for the scale over the four assessment periods were .72, .69, .75, and .80.
Competence. Four items were used to assess the ways in which caregivers could demonstrate a sense of competence in their role (Pearlin et al., 1990) . Each item is rated on a 1 (not at all) to 4 (very much) scale. Total scores range from 4 to 16. Higher scores indicate a greater sense of caregiver competency. In the present sample, Cronbach's alpha coefficients for the scale over the four assessment periods were .68, .70, .68, and .70.
Expressive support. The eight-item measure of expressive support developed by Pearlin et al. (1990) was administered. Expressive support reflects the perceived availability of a relative or friend who is understanding, trustworthy, caring, and a confidant (Pearlin et al., 1990) . Each item is rated on a 1 (strongly disagree) to 4 (strongly agree) scale. Total scores range from 8 to 32. Higher scores indicate more expressive support. In the present sample, Cronbach's alpha coefficients for the scale over the four assessment periods were .70, .78, .77, and .80.
Social embeddedness. Ten items from the Louisville Social Support Scale that assess social embeddedness (Norris & Murrell, 1987) were used to assess the extent and closeness of the caregiver's social network. Social embeddedness is an important resource in times of trauma (Kaniasty & Norris, 1993 ) that provides a sense of belonging, attachment, and social integration (Kaniasty & Norris, 2004) . Each item on the scale is rated on a 1 (none) to 4 (highest positive response) scale. Total scores range from 10 to 40. Higher scores reflect a greater closeness with others in the respondent's social network. In the present sample, Cronbach's alpha coefficients for the scale over the four assessment periods were .56, .70, .70, and .76.
Positive affect. We used the Positive and Negative Affect Schedule (PANAS; Watson, Clark, & Tellegen, 1988) to assess This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
positive affect. Resilient individuals often experience positive affect in times of stress (Quale & Schanke, 2010) , and experiences of positive affect can promote increased flexibility, personal well-being, and an ability to integrate new information over time (Cohn, Fredrickson, Brown, Mikels, & Conway, 2009; Fredrickson, 2013) . The instructional set on the present version required caregivers to indicate the extent they generally felt over the past week. The PANAS has evidenced acceptable psychometric properties, and it is considered among the best (and most popular) instruments for measuring affect (McDowell, 2006) . In the present sample, Cronbach's alpha coefficients for the scale over the four assessment periods were .86, .88, .90, and .89. Total scores range from 10 to 50; higher scores reflect higher positive affect.
Measures of Caregiver Outcomes
Depression. The Center for Epidemiological Studies Depression Scale (CESD; Radloff, 1977) was used to assess caregiver depression at each assessment occasion. The CESD consists of 20 items that assess symptoms associated with depression. Items are scored on a 4-point scale to indicate how often symptoms are experienced in the preceding week. Total scores range from 0 to 60. Higher scores indicate higher levels of depression. Alpha coefficients have ranged from .84 to .90, and test-retest reliabilities have generally been greater than .50 over 2-week to 8-week time intervals (Radloff, 1977) . In the present sample, Cronbach's alpha coefficients for the scale over the four assessment periods were .90, .88, .92, and .93.
Anxiety. The trait version of the State-Trait Anxiety Inventory (STAI; Spielberger, Gorsuch, Lushene, Vagg, & Jacobs, 1983) was used to assess caregiver anxiety. The STAI contains 20 items that assess how a person generally feels. Internal consistency coefficients for the scale have ranged from .86 to .95; test-retest reliability coefficients have ranged from .65 to .75 over a 2-month interval (Spielberger et al., 1983) . Test-retest coefficients for this measure in the present study ranged from .69 to .89. Considerable evidence attests to the construct and concurrent validity of the scale (Spielberger, 1989) . Total scores range from 20 to 80. Higher scores indicate greater anxiety. This measure was selected to This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
assess any ongoing problems with anxiety over the four assessment periods, rather than measure state-specific and possibly transitory periods of anxiety at each time. In the present sample, Cronbach's alpha coefficients for the scale over the four assessment periods were .94, .93, .94, and .95. Health complaints. The general form of the Pennebaker Inventory of Limbic Languidness scale (PILL; Pennebaker, 1982) was used to assess caregiver health complaints. The PILL contains 54 items that are rated in a yes-no format and measures health problems experienced by the individual over the preceding 3 weeks. Total scores range from 0 to 54. Higher scores reflect more health complaints. The PILL general form has adequate internal consistency (.88), and test-retest reliabilities over a 2-month period have ranged from .79 to .83 (Pennebaker, 1982) . PILL scores have been correlated with physician visits, aspirin use within the past month, days of restricted activities due to illness, drug and caffeine use, sleep and eating patterns, and with scores on related measures (Pennebaker, 1982) . In the present sample, Cronbach's alpha coefficients for the scale over the four assessment periods were .93, .94, .92, and .95.
Negative affect. Negative affect was assessed with the relevant scale on the PANAS (Watson et al., 1988) that required the respondent to rate adjectives to indicate the extent they generally felt in prior week. Total scores range from 10 to 50. Higher scores denote greater negative affect. In the present sample, Cronbach's alpha coefficients for the scale over the four assessment periods were .89, .91, .85, and .90.
Statistical Analysis
We used latent growth mixture modeling (LGMM) to determine whether caregivers in our sample could be classified into the four prototypical latent trajectory classes described by Bonanno and colleagues (Bonanno et al., 2011; DeRoon-Cassini, Mancini, Rusch, & Bonanno, 2010) based on the longitudinal pattern of scores on the CESD. The models were estimated in MPlus version 6.1 (Muthén & Muthén, 1998 using robust maximum likelihood estimation, algorithm ϭ integration, 200 random starting values, and 100 final model optimizations. Time was coded 0, 1, 6, and 12 (baseline and months since hospital discharge), and both linear and quadratic slopes were estimated. In the models, residuals were uncorrelated and residual variances were freely estimated over time but constrained to be equal between classes. Our initial estimates with both random intercepts and slopes yielded latent covariance matrices that were not positive definite. We therefore constrained the slope variances to zero, so that our final model was a random intercept model. One influential outlier (Cook's distance ϭ 28.2; influence ϭ 3.1) was removed from the final estimated model. The best model supported a four-class solution, with the trajectory classes resembling those described by Bonanno and colleagues (Bonanno et al., 2011) : chronic, recovery, delayed, and resilient trajectories.
We next examined the comparability of the three trajectory classes on demographic and background variables for both caregivers and persons receiving their assistance. We used one-way analysis of variance (ANOVA) to compare groups on continuous variables, and chi-square tests of independence (or Fisher's exact tests for contingency tables with expected frequencies Ͻ 5) for categorical variables.
Finally, we used latent growth models to compare the chronic, resilient, and recovery groups on trajectories of caregiver psychological adjustment and physical health, primary stressors, secondary stressors, and mediators/resources over time. In these models, depression trajectory groups were dummy coded with the resilient group as the reference category. Latent intercepts, linear slopes, This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
and quadratic slopes were regressed on the depression trajectory groups. As in the CESD analyses, time was coded 0, 1, 6, and 12, and slope variances were constrained to zero. In most models, residuals were independent, but in some cases, residuals were allowed to correlate when modification indices indicated an improvement in model fit. Model fit was assessed using chi-square Results Table 1 provides estimates of fixed-effects model parameters for each trajectory class identified in our initial four-class LGMM solution. The model estimated means on the CESD for each class are shown in Figure 1 . The modeled trajectories of these four classes are readily interpretable as consistent with the prototypical classes described by Bonanno and colleagues (2011) . We also estimated two-and three-class models to determine whether fewer trajectory classes might better account for the data (we were motivated in part by the small number of participants in the delayed distress group, n ϭ 6). However, both the Akaike information criterion and sample size-adjusted Bayesian information criterion statistics were larger for the two-and three-class solutions than for the four-class solution. Therefore, based on statistical considerations and theoretical coherence, we retained the fourclass solution. The chronic group had the highest depression score of the groups at the first measurement occasion, and there was a linear trend toward increasing depression over time, leveling off after 6 months. The resilient group began low on depression and showed declining depression over time, with a slight upturn after 6 months (but remaining low). The recovery group began with intermediate levels of depression, with an initial increase over time, but with a return to baseline levels after 6 months. The delayed group also began at an intermediate level of depression, showed an initial trend toward improvement, but showed a sharp increase in depression after 6 months.
The information in Figure 1 indicates that 52% (n ϭ 66) of the caregivers had CESD scores greater than 16 at baseline. This is often used as a cutoff score to indicate a possible depressive syndrome (Craig & Van Natta, 1978) . Although this cutoff score lacks sensitivity in many clinical settings (and more conservative cutoff scores are recommended; Himmelfarb & Murrell, 1983) and elevated scores on the CESD lack specificity, generally (FechnerBates, Coyne, & Schwenk, 1994) , this finding implies that over half the sample reported clinically significant symptoms associated This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
with depression. The recovery group, in particular, reported higher CESD scores at baseline than observed in previous studies of resilient trajectories that used the instrument (e.g., Bonanno, Rennicke, & Dekel, 2005; DeRoon-Cassini et al., 2010) . Nevertheless, the delayed group had only six members (and intermittent missing values would lower the sample size even further in group comparisons), so we removed this group from all other comparisons of trajectory classes on the study variables. As a check on the stability of our remaining three trajectory groups, we conducted a three-class LGMM on the sample, excluding the six participants who had formed the delayed group. The three groups had trajectories almost identical to the original chronic, recovery, and resilient groups from our initial analysis, and only one participant changed group membership. Table 2 provides demographic and baseline status data for the three trajectory classes. There were no significant differences between the trajectory groups in demographics or work status for caregivers, nor were there significant differences in demographics or functional impairment among the persons with SCI. Two primary stressors-injury severity and functional independence (as measured by the FIM)-were assessed at baseline and were not expected to change over time. As depicted in Table 2 , caregivers in the three trajectory groups did not significantly differ in terms of injury severity or functional impairment of the person receiving assistance. Table 3 displays the Pearson correlations between the major outcome variables in the study at the baseline assessment. Depression, anxiety, negative affect, and physical health symptoms were significantly and positively correlated with each other. Depression was significantly correlated with all primary and secondary stressors, and negatively correlated with most mediators/resources. Adjustment and health outcomes, primary stressors, and secondary stressors generally correlated with each other in theoretically expected ways. Descriptive statistics for all outcomes at all four assessment periods are shown in Table 4 .
Demographics and Baseline Status

Dropout Analysis
To determine whether dropout from the study was associated with initial status at the baseline, we compared participants who completed the 1-year follow-up assessment (completers) with participants who dropped out of the study at an earlier time (dropouts). Of the 121 participants in the three trajectory groups, 80 were completers (66.1%) and 41 were dropouts (33.9%). The three trajectory groups did not differ from each other in dropout rates (chronic 30.0%, recovery 33.3%, resilient 36.1%), 2 (2, N ϭ 121) ϭ 0.34, p ϭ .85. We also compared completers with dropouts on demographic and background variables (gender, ethnicity, age, education, and work status of caregivers and persons with SCI; injury severity and FIM of persons with SCI). The only significant difference was higher education of caregivers among completers (M ϭ 12.5 years, SD ϭ 2.58) compared with dropouts (M ϭ 11.4 years, SD ϭ 2.26), t(110) ϭ Ϫ2.21, p Ͻ .05. Completers and dropouts were also compared on all study outcome measures at baseline; there were no significant differences on any outcome measure.
Comparisons of Depression Trajectory Classes on Primary Study Variables
Caregiver adjustment and health outcomes. Table 5 indicates that the chronic group was significantly higher in negative affect at baseline (intercept) relative to the resilient group, and showed a significant increase in negative affect toward the end of the first year of caregiving compared with the resilient group Note. The resilient group is the reference group for parameter comparisons. Est. ϭ parameter estimate; CFI ϭ comparative fit index; RMSEA ϭ root-mean-square error of approximation; SRMR ϭ standardized root-mean-square residual; ADL ϭ activities of daily living. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
(indicated by the significant positive quadratic slope). The modeled trajectories for the three groups on negative affect are shown in Figure 2 . Both the chronic and recovery groups were significantly higher in anxiety at baseline compared with the resilient group, and both showed significant increases in anxiety (significant linear slopes; see Figure 3 ) relative to the resilient group. The recovery group, however, returned to baseline levels of anxiety by the end of the year (significant quadratic slope). For physical health symptoms, the recovery group did not differ from the resilient group at baseline or in terms of trends. The chronic group, however, was significantly higher in health complaints at baseline relative to the resilient group, and this pattern persisted throughout the year (figure not shown 1 ). Primary stressors. The growth model results for the two primary stressors are shown in Table 6 . The chronic group was higher than the resilient group at baseline on both primary stressors, and exhibited an early increase in both over time (significant linear trends) followed by a smaller reduction in both stressors toward the end of the year. The recovery group did not differ from the resilient group in trajectories for overload or ADL stress. The trajectories for overload are shown in Figure 4 ; trajectories for ADL stress were very similar to those depicted in Figure 4 .
Secondary stressors. Table 7 displays the growth model results for secondary stressors. Both the chronic and recovery groups were significantly higher in role captivity and relative stress at baseline relative to the resilient group, both significantly increasing on these variables early (linear slopes) before leveling off (quadratic slopes). The trajectories for role captivity are shown in Figure 5 (relative stress was similar). The chronic group showed a similar trajectory on loss of self, but the recovery group did not differ from the resilient group on loss of self.
The chronic group had significantly higher family conflict scores (toward the caregiver and toward the person receiving assistance) at baseline compared with the resilient group that remained stable (toward the person receiving assistance; FC-PC) or continued to increase over time (toward the caregiver; FC-CG). The recovery group did not differ from the resilient group at baseline on either family conflict scale, but there was a significant linear increase in FC-CG relative to the resilient group. The trajectories for the groups on the FC-CG variable are displayed in Figure 6 (trajectories on the FC-PC variable were similar). Finally, the recovery group did not differ from the resilient group on perceived distress of the person receiving assistance. The chronic group, however, was significantly elevated at baseline on this variable compared with the resilient group, and this difference persisted over time. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
Mediators/resources. Growth model results for mediators/ resources are shown in Table 8 . Both the chronic and recovery groups were significantly lower in positive affect at baseline than the resilient group; both showed significant declines in positive affect early in the year (linear slopes), followed by increases toward the end of the year (quadratic slopes; see Figure 7 ). The chronic group had deficits in both social embeddedness and expressive support at baseline compared with the resilient group, and these differences persisted (social embeddedness) or worsened (expressive support) over time. The recovery group did not differ from the resilient group in either of these social outcomes. The trajectories for social embeddedness are shown in Figure 8 . Neither group differed from the resilient group in personal gain or caregiver competence.
Discussion
There are several compelling points of convergence and divergence in the ways in which these individuals adjust to their "traumatically acquired" caregiver role, and the ways in which individuals appear to adjust over time in prior studies of trauma and resilience trajectories. First, four trajectory patterns were observed among these caregivers, and a large percentage (48%) of them evidenced a resilient pattern over time, consistent with previous studies of individuals following the September 11, 2001 attacks (Bonanno et al., 2005) and among individuals who incurred traumatic injuries (DeRoon-Cassini et al., 2010) . However, unlike the individuals in those two studies, the recovery group of caregivers reported a baseline level of depression that exceeded the cutoff score often used to indicate clinical severity throughout the year (all Ms Ͼ 16). Although scores above the clinical cutoff of 16 on the CESD do not necessarily reflect a clinical depression-high scores on the CESD can be confounded with clinical levels of anxiety (Fechner-Bates et al., 1994) -the overall percentage of caregivers in the present study who scored above this level exceeds the percentages in this range reported in two relevant studies that also used the CESD (Bonanno et al., 2005; DeRoon-Cassini et al., 2010) . These patterns imply that a significant number of caregivers are very distressed during the inpatient rehabilitation program, and without screening and clinical intervention, their distress is unlikely to subside following their return to the community.
The 30% of caregivers in the chronic group exhibited significant problems on most self-report measures at the initial assessmentduring inpatient rehabilitation-and these caregivers maintained clinically significant symptoms of depression, anxiety, and ill health throughout the year. Although their scores on the primary and secondary stressors declined from the sixth to the 12th month, these scores remained substantially higher than the resilient group. Caregivers in the chronic group experienced increasing problems with negative affect, expressive support, and family conflict over time, indicative of stress proliferation effects described by Pearlin et al. (1990) . However, the chronic nature of their distress implies it was not contingent on or necessarily exacerbated by the stress proliferation process as described by Pearlin et al. (1990) .
In contrast, resilient caregivers reported less anxiety, fewer health problems, and less negative affect than other caregivers This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
throughout the year. Furthermore, they consistently reported fewer primary and secondary stressors, more positive affect, and a greater supportive social network during the year. These characteristics may thwart the experience of stress proliferation, as described in the Pearlin model. Experiencing positive emotions can help people feel closer and more connected with others (Kok et al., 2013) . Positive emotional exchanges in close relationships foster increases in relational resources (Gable, Gonzaga, & Strachman, 2006) . These effects are bidirectional, as rewarding social connections promote more positive emotions (Kok et al., 2013) , and increased contact and support from important individuals is associated with resilience (Bonanno, 2005) . When a person is embedded in a close and resourceful network, it can provide support and recognition for the individual, and may serve to normalize his or her behavior (Göksen, 2002) . The objective measures of disability-the injury severity and functional impairment variables-were unrelated to caregiver distress despite cross-sectional evidence to the contrary (Dreer et al., 2007) . Consequently, differences in caregiver adjustment cannot be attributed to differences in instrumental demands imposed by variations in the level of SCI and corresponding lack of functional abilities of the person receiving assistance. Resilient individuals may be characterized by "positive appraisal" activity (King & Trent, 2013) , and cross-sectional work indicates this does occur among caregivers of persons with SCI (Chandler et al., 2007) , but cognitive appraisals of personal gain and competence did not uniquely characterize resilient caregivers in this longitudinal study.
Indeed, the resources that defined the resilient caregivers in this study were their heightened positive affect and their supportive social networks. We know from earlier work that expressions and experiences of positive affect are distinguishing characteristics of persons who are resilient following trauma (Bonanno et al., 2011; Quale & Schanke, 2010) and of caregivers who have higher levels of self-reported resilience (Simpson & Jones, 2013) . Positive emotions may facilitate adjustment in times of stress as they promote flexibility and an ability to attend to and integrate new information (Cohn et al., 2009; Fredrickson, 2013) . Positive emotions appear to serve as a buffer against depression in times of stress (Fredrickson, Tugade, Waugh, & Larkin, 2003) , and there is evidence suggesting that they promote physical health (Fredrickson, Cohn, Coffey, Pek, & Finkel, 2008; Kok & Fredrickson, 2010) .
It is possible that resilient caregivers were well embedded in supportive social networks before the traumatic event. Similarly, it is possible they were characterized by their positive emotions before the event, and, in tandem, these resources were instrumental in helping the caregiver weather the dramatic and intense changes when their family member was injured. Perhaps, too, these resources were then instrumental in helping the caregiver integrate new information and alter their immediate goals and activities to accommodate the demands and tasks of caregiving. These benefits may, in turn, have had a palliative effect on persons receiving assistance (based on the lower perceived distress scores among those receiving assistance reported by the resilient group): We know from other work that family caregiver distress, and distress of the person receiving assistance, are significantly correlated, and as caregiver distress decreases, the distress observed in the one receiving assistance also decreases (Berry, Elliott, Grant, Edwards, & Fine, 2012) . Life satisfaction scores of caregivers and persons with SCI receiving their care are significantly and positively correlated (.45; Hui, Elliott, Shewchuk, & Rivera, 2007) . Albeit speculative, we believe research is needed to understand the beneficial interplay of positive affect and supportive, social connections (and, by extension, social capital) in the well-being of family caregivers and the persons receiving their assistance following traumatic injury.
To our knowledge, this is the first longitudinal study of resilience among individuals who become caregivers following a traumatic injury to a family member. We do not know whether these results would apply to other caregiving scenarios. A replication with a larger sample of family caregivers-who provide care to a family member with a condition other than SCI-would help us understand more about the dynamic processes of caregiving over time. Our 12-month time frame limits our understanding of similar dynamics over a longer time span. Social embeddedness, for example, can erode over time among those who have experienced severely stressful events (e.g., natural disasters; Kaniasty & Norris, 2004) , and family caregivers often experience steady declines in social support, generally.
We did not examine the influence of other possible mediating characteristics such as gender, ethnicity, or income. Importantly, our description of "mediating" variables is strictly theoretical, as we made no attempt to analyze the mediating effects of any variable in our models. We did not collect information on the actual time caregivers spent throughout the year providing assistance. It is possible that family caregiver adjustment may be This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
influenced by the unique characteristics of the person who incurs the SCI. Future work could examine characteristics of the dyad that may predict the adjustment of both individuals. Participant attrition over time is a common problem in longitudinal field research; it may be advisable to design research protocols that are more attentive to the special considerations and demands that family caregivers are likely to experience that can hinder participation. These issues could be addressed in studies with larger samples. A longer time frame that includes more observations would permit examination of complex patterns of adjustment that might emerge over the trajectories of the caregiving role. The relatively high degree of functional impairment (as reflected in the FIM scores) may be unique to our study and limit the generalizability of our findings. The present study is limited by the lack of preinjury information about the participants. It is quite possible that the caregivers in the chronic and the recovery groups had preinjury patterns of distress and other behavioral issues prior to the traumatic event, as observed in other studies (see, e.g., Bonanno, Westphal, & Mancini, 2012) . Typically, these kind of data are restricted to large-scale, prospective panel studies, and relevant work has yet to distinguish between caregivers of persons with degenerative, age-related declines in health from those who are thrust by trauma into caregiving situations (e.g., Rohr, Wagner, & Lang, 2013) . Furthermore, in our intent to study elements of the Pearlin caregiving model, we did not address some factors salient in optimal adjustment following acquired disability. Participating in meaningful, desired activities is a vital component of well-being, and restrictions in activity are associated with distress and depression among persons with debilitating health conditions and their family caregivers (Mausbach et al., 2011) . Prospective research indicates that a cohesive, flexible family system promotes social participation among individuals with SCI over the first 4 years postdischarge that, in turn, facilitates greater life satisfaction in the fifth year (Erosa, Berry, Elliott, Underhill, & Fine, in press ). The family dynamics that envelope the caregiver and the person receiving their assistance and subsequent effects on participation and their mutual adjustment merit further scrutiny.
Finally, we found that 52% of the caregivers had CESD scores greater than the cutoff indicative of a significant level of depression. On the basis of their baseline scores, many of these caregivers were clearly distressed upon entering the study. It is likely that their distress was readily apparent to clinicians during the rehabilitation program, and this was perhaps the best single indicator of the distress they would experience 1 year later. Although the recovery group experienced significant declines in their anxiety, negative affect and overload and significant improvements in social embeddedness from the sixth to the 12th month, their depression scores were clinically elevated throughout the year. Intervention research for caregivers in these scenarios is limited, but the available data suggest that brief problem-solving therapy significantly improves the social functioning of family members over the initial year of caring for a person with a recent-onset SCI (Elliott & Berry, 2009 ). Problem-solving training provided to caregivers in the home via videoconferencing is associated with significant declines in caregiver depression and significant improvements in social functioning of the persons with SCI receiving their assistance (Elliott, Brossart, Berry, & Fine, 2008) . Caregiver adjustment may be promoted by informed health care and social policies that direct home-and community-based services (Windle & Bennett, 2012) . Ideally, the present study can inform these and other innovative intervention strategies that can be considered for caregivers who meet screening criteria for depression in the inpatient and outpatient settings.
